from 1,250 mg during a colectomy lasting three and a half hours to 220 mg in an elderly woman for a vaginal hysterectomy lasting forty-five minutes. This dose depended to a great extent upon the length of the operation, age and weight of the patient, but could also be influenced considerably by the care taken to maintain a light plane of anisthesia throughout the operation.
The average dose in this small series of cases was 50 mg/kg/hour. The average dose given in every thirty-minute period of administration is shown in Table 2 . There is some evidence of a cumulative effect, but it must be remembered that after the first fifteen to twenty minutes the absorption of the lignocaine will begin to have some effect. The mean recovery time was 8-7 minutes after stopping the drip. I judged the patient to be recovered when he was awake and could maintain a co-ordinated conversation. In only 3 patients did the recovery time exceed fifteen minutes.
These results support the belief that the cumulative effects of methohexitone are far less than those previously reported with thiopentone.
This rapid recovery after prolonged administration of methohexitone can be of advantage in many other surgical procedures, where light sleep is desirable and the operation itself is painless or can be made so by local anesthesia. For example, it has been used most successfully during chemopallidectomy, cardiac catheterization and a number of other diagnostic procedures where rapid recovery is required. Dr Victor Goldman (London) read a paper on Methohexitone Induction of Anesthesia in the Dental Chair (Goldman & Harris 1963) . He stressed the absence of local effects on the tissues, and the convenience of a prepared solution that could be stored for several months, indicating that methohexitone was a most desirable induction agent in the ambulant patient. The dosage for this purpose should not be empirical but closely related to the weight of the patient and his nervous state. He gave warning that because of its extremely transient action methohexitone should not be used as an induction-agent when a relaxant was to follow, especially when the patient was unpremedicated (Danziger 1962), but he found it a valuable agent for induction in major surgery for elderly and diabetic cases when a rapid recovery was advisable.
Dr A H Galley (King's College Hospital, London) described the course of three dental anesthetics given to a man of 27 years who was reputed to be resistant to anesthesia. On the first two occasions, he was induced with thiopentone 250 mg and maintained with nitrous oxide, oxygen (20 %) and halothane, both administrations being uneventful. On the third occasion he was induced with methohexitone 80 mg followed by nitrous oxide and oxygen (25 %) as soon as he fell asleep. Some seconds later generalized epileptiform convulsions developed and persisted for about twentyfive seconds during which time the nitrous oxide was turned off and oxygen (100%) substituted.
When the convulsions stopped the patient had a good colour and pulse and, almost immediately, regular rhythmic respirations returned. The extractions were completed under nitrous oxide, oxygen (20 %) and a little halothane. The patient soon awakened, having been unconscious for just over six minutes; he was, however, rather dazed for another five or six minutes although able to walk to the recovery room. Later, he gave a history of grand mal until he was about 10 years old (when treatment was discontinued) and said he had no fits after this as far as he knew. Two sisters had been similarly affected, one of them (30 years old) being still under treatment. Subsequent EEG tracings from the male patient showed him to be a crypto-epileptic.
Dr Galley recalled that many barbiturates evoked restlessness and some were known to be convulsants without any sedative properties whatever. He)6barbitone by itself was accompanied by rhythmic shuddering movements of 378-Proceedings of the Royal Society of Medicine 2 whole muscle groups and pronation of both forearms was not uncommon during the induction of thiopentone anvsthesia. Recently, there had been several descriptions of twitching movements during methohexitone anmsthesia. Dr Galley wondered whether the convulsions he had described were in any way related to these excitation phenomena and whether anyone present had taken EEG tracings during methohexitone administrations which might throw any light on this subject.
Dr M D Vickers (Middlesex Hospital, London) said it was true that methohexitone, in common with many other agents, could activate a quiescent epileptic focus if given in a suitable dose. He had given both methohexitone and thiopentone to many epileptic and non-epileptic patients with full electroencephalographic monitoring. The doses employed had been sufficient to reach 'burst suppression' on the EEG (pattern 3, Kiersey et al. 1951). The muscle twitches and limb movements described by Dr Galley had been observed on several occasions in non-epileptic patients, but they had never yet been associated with any EEG evidence of a localized cortical discharge. Indeed, the clinical pattern of such movements was unlike an epileptic attack, and he had always imagined them to be a reflex at brain-stem or sub-cortical level.
With reference to the problem of recovery discussed by Dr Green, it was hardly necessary to point out that there was a wide range of variation between apparently normal individuals. Dr Vickers had examined the patterns of recovery from barbiturate narcosis in volunteers using several different types of assessment. As well as subjective and simple objective impressions, he had measured body sway, fine co-ordination on a peg-board test, reaction time, flicker fusion threshold, and latterly had observed the EEG throughout the recovery period. After a dose based on body-weight, there had been as much as a threefold range of variation in the time taken to reach complete recovery. One extreme example was a girl of 25 who needed ninety minutesbbefore returning to her basal results after 1 mg/kg of methohexitone. The experiments were performed in the evening on this subject and subsequent enquiry revealed that she had had virtually no sleep the previous night. In contrast, two cups of strong coffee improved both performance and flicker fusion threshold results in one subject and shortened recovery time by fifteen to thirty minutes. Many other factors, which might be overlooked at the time, could affect the time taken to reach complete recovery and any attempt to apply a srule of thumb' to this subject was likely to lead to serious error.
Tests of performance, even as ingenious as that described by Dr Green, might not tell the whole story. Even if the effects of practice were eliminated, the development of 'tolerance' usually meant that performance would recover when the drug was still present. A depression of the flicker fusion threshold could be detected for much longer than could impairment of performance tests, and correlated fairly well with the duration of 'barbiturate-induced fast activity' on the EEG. By using each volunteer on two or more occasions it had been possible to compare methohexitone and thiopentone at different dose levels. The results agreed with the view that methohexitone was more quickly eliminated, in that the prolongation of recovery time after increasing the dose was not so marked as with thiopentone. Such a result emphasized the importance of stating the absolute dose used when attempting to make comparisons between drugs with different duration of actions. Dr Green, in reply, said he was interested in the case described by Dr Galley; similar cases had been reported in the literature (Gruber, Stoelting, Forney, White & DeMeyer, 1957, Ancesthesiology 18, 50) . Dr Green had seen muscle movements in many patients following methohexitone induction but, although on one or two occasions these had been fairly generalized, they had not been epileptiform in type and had never caused alarm. The EEG pattern was similar to that seen with thiopentone except that the initial fast-wave activity was not seen. Dr Green agreed with Dr Vickers that no 'rule of thumb' could be used as regards recovery time, but he felt that the correlation between the clinical assessment of recovery and performance recovery, as shown in these experiments, had been of some value.
